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We investigated the sexual behaviors of 55 HIV-infected women in Wisconsin
who narrated their lives in 10 interviews over 2 years during 2000 to 2003. We
sought to examine the interpersonal situations in which sexual risk occurred.
During the prospective period, 58% (32) were abstinent and 24% (13) practiced
safe sex exclusively. The remaining 18% (10) engaged in unprotected sexual in-
tercourse, but only in primary partnerships, almost all of which were with serodis-
cordant partners. We focused on experiential detail and narrative depth of 10
women who had sex without condoms. These narratives demonstrate how the
women attempted to initiate condom use but engaged in unprotected sexual in-
tercourse regularly at the insistence of their partners. Consequently, these women
lived in trepidation of causing their partners’ sickness and death. (Am J Public
Health. 2007;97:1015–1022. doi:10.2105/AJPH.2005.075705)
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Although broad efforts at primary prevention
(i.e. prevention efforts targeted at persons not
infected with HIV) of HIV were prominent in
the United States during the first 2 decades of
the pandemic, the Centers for Disease Control
and Prevention are now emphasizing second-
ary prevention interventions targeted to those
already infected.1,2 A substantial number of
persons who are HIV infected continue to en-
gage in behaviors that place others at risk for
infection, yet gaps remain in specific knowl-
edge about women who are HIV infected and
the factors that impede or facilitate their ca-
pacity to reduce risky sexual behaviors.3–5

In our longitudinal qualitative study, we in-
vestigated the sexual behaviors of 55 women
who were HIV infected. We used narrative
analysis techniques to compare and contrast
the events, players, contexts, and women’s
evaluations of their sexual lives since diagno-
sis, focusing particularly on how they man-
aged HIV transmission risk during the 2-year
prospective data collection period. We exam-
ined the interpersonal situations in which sex-
ual risk occurred, identifying how many
women in the sample were sexually active
during the 2-year study period and who
among them did not use condoms. From the
perspective of those women who engaged in
sexual intercourse without condoms, we

analyzed efforts at condom negotiation and
the meanings sexual risk held for them.

BACKGROUND

A majority of women who are HIV in-
fected in the United States remain sexually
active after they are diagnosed, and whether
they practice safe sex or not has been the
subject of several studies.6 Findings from the
late 1990s indicated that anywhere from
22% to 38% of HIV-infected women prac-
ticed unprotected sexual intercourse.7–12 In
more recent studies, reported rates of unpro-
tected sexual intercourse are only somewhat
lower: 17% to 35%.6,13–17 For instance, data
from a national probability sample of persons
receiving medical care for HIV indicated that
17% of women reported having unprotected
sexual intercourse without disclosing their
positive HIV status to their partners.14 In a
more targeted study, 35% of a convenience
sample of 80 infected women attending HIV
outpatient clinics reported having unprotected
intercourse or a newly diagnosed sexually
transmitted infection in the previous 6
months.17

What provokes sexual risk taking among
women who are HIV infected? Growing evi-
dence suggests that the proliferation of HIV

treatment options over the past decade may
have decreased individuals’ concerns about
HIV transmission. Findings from the
Women’s Interagency HIV Study suggest that
women engage in more unprotected sexual
intercourse after they are on highly active an-
tiretroviral treatment.18 Likewise, findings
from the California Partners Study II suggest
that when an infected woman’s viral load and
symptoms are under control, she is more
likely to engage in unprotected sexual
intercourse.19,20

Interpersonal dynamics and psychosocial
barriers to condom use that may impinge on
the sexual lives of HIV-infected women have
not been well explored. The realities of rela-
tionships between men and women are criti-
cally important, however, in shaping HIV-
infected women’s behaviors.21 Introducing
condoms into relationships where women
are financially dependent or where traditional
gender roles prevail can be difficult for
women in general.22,23 How much more diffi-
cult might it be for women who are HIV in-
fected? In addition, unprotected sexual inter-
course with a primary partner may not have
the same meaning or implications for the
woman that it does with a casual part-
ner.4,24,25 It is important to understand the sit-
uations in which unprotected sexual relations
occur if we are to accomplish secondary pre-
vention of HIV transmission.26 Such under-
standing can best be achieved through quali-
tative studies that elicit and systematically
compare individuals’ stories of what has hap-
pened to them.

METHODS

Sharing stories builds rapport and allows
research participants some control over the
flow and direction of research activities.27 Per-
sonal narratives communicate the meanings
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TABLE 1—Characteristics of HIV-Infected Women With Serodiscordant Primary Partners:
Wisconsin, 2000–2003

Women Who Practiced Women Who Practiced
All HIV-Infected Unprotected Sexual Safe Sex or Sexual 

Characteristics Women (N = 55) Intercourse (n = 9) Abstinence (n = 9)

Ethnicity/race

African American 29 5 4

White 20 4 3

Hispanic 4 0 2

American Indian 2 0 0

Mean age, y 41 37 39

Mean annual household income, $ 14 000 17 000 18 400

Mean household size 3.5 3 4

Education

Less than high school diploma 18 3 3

High school diploma or GED 13 2 2

Some college 19 4 4

College degree 5 0 0

Residence

Urban 40 6 8

Rural 15 3 1

Years since HIV diagnosis (range) 7 (1–21) 7 (2–13) 7(1–10)

Stage of disease

Asymptomatic HIV 8 1 1

Symptomatic HIV 26 6 4

AIDS 21 2 4

On HAART medication

Yes 45 6 8

No 10 3 1

Transmission category

Heterosexual sex 41 8 7

Injection drug use 13 1 2

Blood transfusion 1 0 0

Note. GED = general equivalency diploma; HAART = highly active antiretroviral therapy.

events have for individuals and the interper-
sonal contexts in which they occur.28–31 Nar-
rative designs also tap into people’s everyday
ways of expressing themselves, making the re-
search accessible to women of all levels of lit-
eracy and education.32 Longitudinal narrative
data collection allows trust to be built over
time and repeated contact, facilitating depth
of disclosure about such sensitive topics as
sexual behavior. Longitudinal narratives col-
lected over years also can shed light on obsta-
cles to risk reduction that women face as they
live longer and more productive lives with
HIV, on how changing circumstances such as
illness exacerbations or interventions by

health care providers can affect HIV-infected
women’s behaviors, and on the long-term re-
sources and support women who are HIV in-
fected need to sustain secondary prevention
of HIV transmission.

Using a repeated qualitative narrative inter-
view design, we conducted a longitudinal
study of HIV-infected women from urban and
rural Wisconsin, following 55 participants
through a series of 10 interviews over 2
years. Using staggered enrollment, data col-
lection occurred from 2000 to 2003. The
purpose of the entire study was to develop an
in-depth understanding of women’s experi-
ences living with HIV. We gathered data

focused on the vital issues of accessing health
care and social services, managing symptoms,
adhering to medical regimens, reducing sex-
ual and drug use risks, and dealing with pov-
erty and drug abuse. Although we tracked ex-
perience over time for each of these issues,
we report on data about sexual risk only.

To recruit a racially diverse sample of 55
women, we used community-based purposive
sampling, a deliberative process wherein par-
ticipants are targeted for the rich information
they are likely to yield about study phenom-
ena. Inclusion criteria specified that partici-
pants be women at least 18 years of age,
conversant in English, and self-reported as
HIV infected. The targeted chain referral
sampling we used depended on personal con-
tact and invitation from trusted community
members and service providers.33,34 In
Table 1 we summarized the demographic
characteristics of the total sample and of the
subsamples relevant to our findings about
sexual risk. Eleven women were unable to
complete all 10 interviews in the series be-
cause of death, illness exacerbation, or relo-
cation. Demographically, these 11 women
were not significantly different from the 44
who completed all the interviews. A total of
475 interviews were conducted.

For each participant, 10 face-to-face 2-hour
tape-recorded interviews were conducted at
systematic intervals by a consistent inter-
viewer in a private setting of the participant’s
choice. Women received a modest incentive
of $30 at each interview. Informed consent
was obtained before data were collected. In-
terviewers had doctoral degrees and were
trained and experienced in narrative inter-
viewing. Interviewers posed open-ended,
story-eliciting questions related to the specific
aims of the study. General questions were
asked in early interviews: What about your
life has changed since you have been living
with HIV? How has your sexual life been af-
fected? What has been most difficult about
sex since you have been diagnosed with HIV?
Can you tell me about your mate and what
life is like with him? Interviewers followed up
on sexual narratives in subsequent interviews
and inquired about what had happened be-
tween interviews. Interviewers and partici-
pants discussed more sensitive topics as rap-
port increased, including assertiveness in
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TABLE 2—HIV-Infected Women’s Sexual Activity, by Primary Partner Status, Wisconsin,
2000–2003

Abstinent Safe Sex Unprotected 
(n = 32), Exclusively Sex (n = 10),

Primary Partner Status No. (%) (n = 13), No. (%) No. (%)

No primary partner 26 (47) 6 (11) 0 (0)

HIV-positive primary partner 4 (7) 0 (0) 1 (2)

HIV-negative primary partner 2 (4) 7 (13) 9 (16)

sexual relations, efforts to use condoms, and
episodes of unprotected sexual intercourse.

Interviews were transcribed verbatim and
imported into NVivo 7 (QSR International,
Melbourne, Australia), a specialized computer
program for qualitative research. The auto-
mated data handling and powerful search and
retrieval mechanisms of this software facili-
tated data management. We first conducted a
within-case analysis. For each participant, we
retrieved the participant’s narration of her
sexual life as an HIV-positive woman over her
series of interviews, coding content and con-
text in a dialectical process, examining re-
ported events as well as the participant’s in-
terpretations of what had occurred.35–38 Next,
we did an across-case analysis, searching for
similarities and differences among partici-
pants in what they related about their sexual
lives since HIV diagnosis. We constructed
qualitative matrices, plotting story elements
across study participants and comparing each
participant’s sexual experiences with every
other participant’s sexual experiences. We
identified patterns apparent across the sample
for sexual events, behaviors, emotional re-
sponses, and beliefs, as well as women’s inter-
pretations of their partners’ behaviors and
perceptions of their own responsibility in sex-
ual matters. Lastly, we selected exemplar nar-
ratives and interview excerpts that best illus-
trated these patterns.

Combining within-case and across-case ap-
proaches to qualitative data produces more
contextually grounded, transferable findings.39

To further support the authenticity of findings
and auditability of analytic processes, we 
(1) engaged in interrater reliability activities
as we created and applied codes, (2) returned
to full transcripts for grounding sexual behav-
ior data, (3) wrote memos about our analytic
decisionmaking, and (4) conducted partici-
pant validation exercises.

RESULTS

Sexual Activity and Use of Condoms in
the Total Sample

During the 2-year prospective data collec-
tion period, self-reports of the 55 participants
indicated that 32 (58%) were completely ab-
stinent, 13 (24%) used condoms every time
they had sex, and 10 (18%) had sex on a

regular basis without using condoms (Table 2).
Having sex without using condoms occurred
within primary partnerships only. Those
women who were not in primary partnerships
were either abstinent or practiced safe sex
with casual partners. Those who were in pri-
mary partnerships were monogamous; if they
had sex, it was only with a primary partner.

To examine the situations in which sexual
risk occurred, we focused on those 10 partici-
pants who engaged in unprotected sexual in-
tercourse. One of these women stood out
from the others, her primary partner was HIV
infected (Table 2). She had lived with an HIV
diagnosis longer than anyone else in the
study and was among the sickest, combating
opportunistic infections throughout the study
period. She related that when she and her
partner had first become sexually involved,
they used condoms. But after a while, he in-
sisted on having unprotected sexual inter-
course because he disliked condoms so much.
Although she believed it unwise, she acqui-
esced. She communicated no apprehension or
guilt:

I could get his strain of the virus or he could
get mine. But I just don’t care because I’m so
far gone already anyway. My immune system
is shot. I’ve been full-blown AIDS for 8 years.
How much worse can it get?

Sexual narratives of the other 9 who en-
gaged in unprotected sexual intercourse evi-
denced markedly different patterns from that
one. These women had primary male part-
ners who were HIV negative. Although they
engaged in unprotected sexual intercourse on
a regular basis in these intimate relationships,
they did so reluctantly. They tried to convince
their partners to use condoms but had no
success. Consequently, they experienced sig-
nificant trepidation about passing on the

virus. In contrast to the first woman men-
tioned, these women seldom referred to their
health status when talking about sexual activi-
ties. Results from analyses of their sexual nar-
ratives are presented in experiential detail
and narrative depth in the next several sec-
tions. We conclude our findings by contrast-
ing these sexual narratives with those of
participants who were also involved with
HIV-negative men but who did not engage in
unprotected sexual intercourse.

Narrative Exemplar of Sexual Risk
The following account from the within-case

analysis illustrates how 1 woman struggled
over condom use with her HIV-negative part-
ner during the 2-year study period. The par-
ticipant was White and 40 years old at enroll-
ment. She had been diagnosed with HIV for
13 years, married for the last 5. She was on a
highly active antiretroviral treatment regimen.
Her major symptoms were fatigue, joint pain,
and lypodystrophy (complex syndrome in-
volving fat redistribution). When she talked
about her marriage, the points she empha-
sized were how much her husband loved her,
the leisure activities they enjoyed together,
and their compatible worldviews. She was not
at ease with their sexual life, however. Early
in the study, she described her emotional re-
actions: “My husband refuses to use condoms.
We’ve been having unprotected sex the entire
time we’ve been together—5 years—and he’s
still HIV negative. But that doesn’t mean it
can’t happen. I get so upset about it. It’s so
sad to me that my husband won’t use a
condom.”

Throughout the study period, she remained
distressed about her husband’s refusal to en-
gage in safe sex with her, speaking often
about trying to “talk him into” using con-
doms. Contention about condom use seemed
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to peak about midway through the study.
During the fourth interview, she reported
how she had lost her temper with him the
week before: “I showed him all my meds and
I said, ‘Do you want to take all these?’ I shook
the pill bottles in front of his face. But you
can’t make him do anything. I’m so scared
he’ll get infected.” During the fifth interview,
she said, “We argue about condoms all the
time. It is an issue almost weekly.”

In the second year of the study, she talked
her husband into accompanying her to an ap-
pointment with her HIV care provider, hop-
ing that a professional might be able to con-
vince him to use condoms: “I had my
husband come in and talk to my doctor. She
gave him an ass chewing about putting him-
self at risk for HIV infection. The only thing
he agreed to was getting tested every 6
months. But he still won’t use condoms.” She
blamed herself in part for his refusal because
she had never been ill from HIV-related op-
portunistic infections. If she had been ill, she
reasoned, her husband might have under-
stood the risk posed by unprotected sexual in-
tercourse: “He’s never seen me sick. If he
would see me sick, then it might be different.
Maybe if I got sick, if I ended up in the hospi-
tal, he’d want to use a condom.”

In the final interviews, she remained heart-
sick about the possibility of passing the virus
to her husband. She reflected on the many
times she had considered resisting his wishes
for unprotected sexual intercourse but was
unable to do so because of her gratitude for
his kindness and acceptance: “I could say to
him, ‘Look, we’re going to use a condom, oth-
erwise you’re not getting any.’ But my hus-
band really likes sex. He is a very good lover.
He’s gentle. He’s loving. I’m in awe some-
times because he wants to be with me no
matter the HIV. You see, I prayed to God to
send me someone who would accept that I
have HIV. And God sent me my husband.”

Interpersonal Situations in Which
Sexual Risk Occurred

Longitudinally, there was remarkable simi-
larity in the sexual narratives of the 9 HIV-
infected women who had unprotected sexual
intercourse with serodiscordant primary part-
ners. Contemporaneous stories throughout
the 2-year data collection period were about

negotiating for condom use, making sense of
partners’ resistance to condom use, and living
with the responsibility and guilt of having un-
protected sexual intercourse.

Negotiating for condom use. These 9 women
tried very hard, over months and sometimes
years, to negotiate condom use. They made
concerted and repeated efforts to talk with
their partners, trying to reason with them
about the importance of safe sex. What be-
came apparent in the interviews was a com-
mon trajectory of events in which talking
about condom use degraded into arguments.
Arguments led women to acquiesce to their
partners’ demands, and episodes of unpro-
tected sexual intercourse occurred. After mul-
tiple arguments, resulting in multiple episodes
of unprotected sexual intercourse, women
gave up. An uncontested pattern of sexual
risk followed.

Excerpts from their interviews describe the
process. Early on in the study period, women
said things such as the following:

We talk about it all the time. I’m always telling
him, “Please, for me, use protection.” But he won’t.

I’ve talked to him and talked to him until I’m
blue in the face. I get nowhere. He knows I
want him to use condoms. I can’t do no more
than that.

He hates the condoms. In his mind he sees ab-
solutely no reason. I try to change that way of
thinking with him, but I’m not winning. I keep
trying to tell him I’m looking out for his best
interests. His reply to me is “I’m as happy as
I’ve ever been in my life. You cannot take that
away from me.” But I’m the party that carries
the HIV, so that makes it hard.

In later interviews, it became increasingly
clear that condom use was the source of re-
curring arguments. Women were continually
frustrated by their male partners’ unwilling-
ness to identify with their concerns about the
need for safe sex:

It pisses me off when he won’t wear a condom
after all I’ve tried to tell him.

I don’t want to have sex without a condom. 
My boyfriend is angry with me about that, 
and that’s why we argue. Having this disease
changed my whole life. And he just doesn’t un-
derstand when I try to explain it to him, that
he needs to use protection. He won’t listen. He
just blocks me out.

Their emerging narratives revealed a vi-
cious cycle that was set into motion when

sexual intimacy was initiated. The woman’s
request for condom use was rebuffed. She
pleaded. He got angry. She was silenced. He
persisted. She capitulated. And they had un-
protected sexual intercourse. Then she lived
with the worry and guilt:

It bothers me that he won’t use protection. And
I tell him that all the time. And when I tell him
that, he gets angry. He gets so upset that I have
to leave it alone. Then, we have sex the way he
wants. It would be better not to be with him.
Then I wouldn’t have all the guilt feelings I go
through because he won’t use condoms.

I know I have to take charge and use con-
doms. But it is a hard problem. I want to be
with this person. I want to make it work with
him. But he doesn’t want to use a condom. I’ve
tried over and over. He gets mad. He gets to
hollering and screaming, and that upsets me.
What else can I do? I give in.

After living with this level of contention for
some time, women eventually gave up talking
and arguing about sexual activity. Later inter-
views indicated that they settled into a pat-
tern of having unprotected sexual intercourse:

He won’t use condoms. It has been 3 years we
will be together, and he just won’t. I let him
have his way now. I don’t even talk about it
anymore.

I can’t say no to sex. I’ve already tried, and it
doesn’t work. And I don’t want to keep fighting
with him. So I don’t even bring up condoms
anymore.

Making sense of partners’ resistance to con-
doms. These women tried to make sense of
their partners’ refusal to use condoms. As 1
woman said, “You would think that most
men would want to use protection when the
woman has HIV.” They paid attention to the
reasons their partners offered and drew some
of their own conclusions about men’s motiva-
tions for wanting unprotected sexual inter-
course. The rationales they saw operating in
their partners’ actions included love, denial of
risk, God’s will, desire for full sexual pleasure,
and control.

Some partners presented their refusal to
use condoms as issuing from their love, an
appeal that caused a great deal of consterna-
tion for these women:

He says he loves me so much that if I’m going
to die, he’s going to die, too.

I want him to wear a condom because I’m
infected. He says, “I don’t care about the HIV.



June 2007, Vol 97, No. 6 | American Journal of Public Health Stevens and Galvao | Peer Reviewed | Framing Health Matters | 1019

 FRAMING HEALTH MATTERS 

I love you.” But I care. I don’t want to be re-
sponsible for his death.

He says he loves me and that’s it. That’s all. End
of story. Whatever is going on with me is going
on with him because he’s my husband. I’m mar-
ried to him and nothing is going to change that.
I tell him he is hurting himself by not using pro-
tection. He says that’s not for me to say.

Some women did feel better loved, despite
the conflict it posed:

Because he wants sex without a condom and
he knows I have HIV, that’s the reason I know
he loves me. And that is all I ever wanted in a
man, to feel that way about me. But now it
scares me to death. The bottom line is I’m re-
sponsible because I’m not protecting him from
getting HIV.

Some men did not believe they could be
infected by their partners:

My husband is HIV negative after 8 years of
having sex without a condom, so he thinks it
can’t happen. He thinks he is invincible. He
read in the newspaper that the spread from
women to men is real low. I want to believe
that, too, but what if it’s wrong?

In one case, a participant was convinced by
her partner that HIV transmission was a mat-
ter of supernatural fate. Although she shared
his beliefs about the supremacy of God’s will
over human action, she was still troubled:

He is 50, and he says he done lived his life. If
something happens, it just happens. That is his
theory of it. He says he will just take it [HIV]
from God if it happens. I was trying to have
him use condoms, but then he even convinced
me that if it is God’s will, then it will happen.
Nothing we can do. But I keep feeling guilty
about it.

Some men were direct about the loss of
sexual pleasure they experienced when using
condoms, and women wanted to please their
partners:

It’s hard when you love your partner and he
doesn’t see unprotected sex as risky. All he
sees is—“I can’t feel it through a condom.” He
says to me, “Don’t you want to feel me?” And I
say, “Yeah, I want to feel you, but I don’t want
to kill you.” It is so scary. I want us to enjoy
each other, but is this 20, 30 minutes of lust
worth the rest of his life?

Sometimes women perceived a wish to con-
trol them in partners’ refusals to use condoms:

He is obsessed with me. He says if he can’t
have me, no other man can. It’s the thought of
taking control of my body, that’s why he won’t
use a condom.

It’s all of me or nothing. He’s got to have all of
me, and that means sex flesh to flesh.

He thinks that if I have a child by him that I will
never leave him. So, he won’t use condoms. I
don’t want no more children, so I got the Nor-
plant. I begged the doctor not to tell him.

Living with the responsibility and guilt. Every
woman in this subsample feared that eventu-
ally her HIV-negative partner would become
HIV infected and that she would be responsi-
ble for his sickness and death:

The person I love is going to get sick because he
loved me. I have that on my head all the time.

He won’t take precautions. He’s going to die.
Nothing worse I could do but take the gun and
shoot him in his head. Because he’s going to die.

It’s so hard when he won’t use a condom, know-
ing that I would be responsible for him dying.

Participants were terribly troubled by
worry and guilt at having committed acts of
unprotected sexual intercourse:

I feel responsible about having unprotected sex. I
don’t want anyone to go through what I’ve been
through with HIV. And that eats me up inside,
more so than me having HIV myself. My hus-
band acts like it’s not an issue, but it is. I don’t
want it on my conscience that I hurt a single soli-
tary soul, intentional or not intentional.

The hardest thing is I feel so bad that I could
pass this HIV along to him. I don’t wish it on
my worst enemy. It is such a damaging disease,
a deadly disease. That lays a heavy burden on
me because I feel responsible. And I feel help-
less. I know I am supposed to take charge.

Absence of Health Care Providers
Health care providers did not figure promi-

nently in the narratives that these 9 women
told. Many urged and cajoled partners to
come with them to health care appointments
so that a doctor or caseworker could talk
with them about the importance of safe sex.
The women hoped a professional could have
an influence they were unable to, perhaps by
bullying their partners into condom use. But
partners held onto their objections:

I asked him to see my doctor. I thought that
being a man, my doctor could bitch at him and
have a better chance than me of making him
use condoms.

I had him talk to the counselor, a Black man at
that. The counselor said, “No glove, no love.”

But he said, “No, I love her for her, and I don’t
want any condoms.”

In a couple of circumstances, interventions
by health care providers seemed to increase
the distress surrounding condom use:

My psychiatrist started talking to him about
protection. He got real pissed off about that. He
said he don’t like nobody telling him what to
do about having sexual relations. Let him do
what he feels he wants to do.

The counselor gave him some condoms. And
he gave the condoms right back. He said, “You
can take these condoms and give them to
somebody who needs them.” The counselor
said, “No, you are going to need them.” My 
fiancé got mad. He said, “I’m going to live my
life the way I always have. You aren’t going to
be telling me what I need to do.”

Other Women With Serodiscordant
Partners

Although these findings have focused on
situations in which sexual risk occurred, there
were 9 other women in the study who had
serodiscordant primary partners; 7 of them
practiced safe sex exclusively, and the other
2 were abstinent during the study period
(Table 2). When comparing all the partici-
pants who had serodiscordant primary part-
ners, the 9 women who practiced safe sex
and the 9 who did not, we were unable to
find evidence that condom use varied with
women’s physical health. Rather, it was inter-
personal dynamics in their primary relation-
ships that differentiated those who used con-
doms from those who did not.

The subsample of women with serodiscor-
dant partners who always used condoms or
were abstinent did not experience pressure
from male partners to engage in unprotected
sexual intercourse. Either their partners were
receptive to their requests for consistent con-
dom use, or they were mostly absent from
their lives. Four described their partners as
having “no problem using condoms” and
being “committed to safe sex.” One reported
that she was so frightened of transmitting the
virus that she would not engage in sex with
her partner at all, and according to her ac-
count, this was acceptable to him. The other
4 reported that their primary male partners
were incarcerated during much of the study
period, essentially eliminating the potential
for struggle about condom use. These 9
women over 2 years of interviews did not
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mention arguments about condom use or
worry about HIV transmission.

DISCUSSION

Most studies investigating the sexual behav-
iors of women who are HIV infected indicate
that the majority of these women are sexually
active.6,14,15 In our study, however, the major-
ity (58%) was not sexually active over the 2
years of prospective data collection. Eighteen
percent of the total sample engaged in unpro-
tected sexual intercourse, a proportion similar
to that found in previous research. 6–17 Find-
ings from our study are markedly different
from those of previous research, however, in
that they provide experiential detail and nar-
rative depth to an understanding of the inter-
personal situations in which sexual risk occurs
for women living with HIV.

Unprotected sexual intercourse occurred
only in the context of primary partnerships,
almost all of which were serodiscordant; that
is, the male partners involved were HIV nega-
tive and continuously refused to use con-
doms. Not all women in serodiscordant pri-
mary partnerships practiced unprotected
sexual intercourse. In fact, in our study half of
the women who were partnered to HIV-
negative men practiced safe sex exclusively or
declined sexual activity altogether. What
made their circumstances different was not
that their symptoms were any more or less
under control than those who practiced un-
safe sex, as some researchers have found.18–20

Rather, the interpersonal dynamics of their
relationships were different. Their primary
male partners were agreeable to consistent
condom use or were simply not present in
their daily lives.

The women in serodiscordant relationships
who did engage in unprotected sexual inter-
course on a regular basis did so reluctantly,
always fearful of passing the virus to their
male partners. For them, unprotected sexual
intercourse meant that they might cause their
partners’ sickness and death from AIDS.
Health care providers were almost absent in
these narrations about sexual risk, except as
occasional bit players called on to coerce con-
dom use.

These findings suggest that HIV-infected
women like those in our study do not

carelessly engage in sexual risk; rather, they
are well informed and deeply troubled by
sexual risk. Our findings also suggest that
women who are HIV infected do not wish to
do harm when having sex without a condom;
rather, they actively resist posing risk to any-
body else. Under repeated circumstances of
interpersonal duress, they give in to more
dominant male partners. They try to under-
stand why their HIV-negative partners will
not use condoms and try over and over to
convince these partners of their necessity. Un-
successful in their efforts to reduce sexual risk
in their relationships, they live with a sense of
doom about their actions. If these data are
any indication of the struggles at least some
HIV-infected women may experience in
serodiscordant relationships, then there are a
great many unmet needs to which compas-
sionate and knowledgeable health care pro-
viders and the systems in which they work
could respond.

Recommendations
Our first recommendation to address unmet

needs pertains to interpersonal conflicts over
the issue of HIV infectivity. The women were
convinced of the potential for transmission
and were fearful about it all the time. Con-
versely, some of their primary partners did
not seem to believe that female-to-male HIV
transmission was all that likely. The men’s
concrete experience of remaining HIV nega-
tive over months or years of engaging in un-
protected sexual intercourse apparently rein-
forced their feelings of invulnerability. Data
derived from US samples of HIV-serodiscor-
dant couples indicate that, indeed, female-to-
male sexual transmission of HIV is signifi-
cantly less efficient than male-to-female and
male-to-male.4 Female-to-male probability of
HIV-1 transmission has been reported as
0.001 or less per coital act,40,41 but the overall
risk of transmission compounded over a large
number of unprotected sexual encounters in
long-term, HIV-serodiscordant heterosexual
couples is much higher.19 It is incumbent on
health care providers to make this distinction
comprehensible for HIV-infected women and
their HIV-negative primary partners, so that
mutual ground can be established for calcula-
tion of risk and consideration of options for
risk reduction (e.g., engaging in a broader

spectrum of sexual interactions including less
risky alternatives to unprotected insertive
intercourse, use of the female condom). An
absolutist approach to condom use on the part
of health care providers may have limited
value for both HIV-infected women and their
male partners, causing women to live in fear
and guilt about their sexual activity and their
partners to angrily rebel against efforts to con-
trol personal behaviors reflecting on their
manhood. Rather, facilitating open dialogue
about sexual and emotional intimacy between
individual partners in HIV-serodiscordant cou-
ples may be more promising as an interven-
tion for women who are HIV infected.

Our second recommendation concerns the
importance of tailoring sexual risk reduction
interventions to the needs of HIV-serodiscor-
dant partners, particularly those in estab-
lished, long-term, primary relationships. Other
studies have pointed out the importance of
secondary prevention of HIV in the context of
primary relationships.4,42,43 Results from the
California Partners Study II indicated that
45% of heterosexual, HIV-serodiscordant
partners engaged in unprotected sexual inter-
course on a regular basis.19 In another study,
comparison of HIV-infected persons with ca-
sual and primary serodiscordant partners
showed that rates of unprotected sexual inter-
course were greater with primary partners
than with casual partners.4

What is not so clear in the literature about
HIV-serodiscordant couples in the United
States to date is how experiences and needs
might differ depending on who in the rela-
tionship is HIV infected, the woman or the
man. Our findings suggest that gender power
relations may differentiate these relationships
between serodiscordant partners. An interna-
tional study about positive and negative life
events experienced by serodiscordant couples
following HIV diagnosis lends some credence
to our assertion. Data collected in 3 develop-
ing countries showed that couples consisting
of an HIV-positive woman and an HIV-
negative man were more likely to report
breakup of a marriage and breakup of a sex-
ual relationship than were couples consisting
of an HIV-positive man and an HIV-negative
woman. HIV diagnosis was associated with
the strengthening of sexual relationships be-
tween serodiscordant partners, except when it
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was the woman who was HIV positive.44 The
authors of the study concluded that HIV-
positive women in relationships with serodis-
cordant partners might be particularly vulner-
able to negative life events and thus need ad-
ditional individual support and counseling
services. Other international investigators
have emphasized that men should be brought
into the picture, recommending the conscien-
tious involvement of male partners early in
HIV-infected women’s counseling and pri-
mary care as well as the development of male-
focused interventions to curb coercive unpro-
tected sexual behavior by male partners.45,46

Still other researchers in sub-Saharan Africa
have called for more couple-focused research
and intervention as the best way to reduce
risk behaviors and prevent seroconversion
between serodiscordant partners.47

Our third recommendation is that assis-
tance with secondary prevention be carried
out at several levels—help for individual
women who are HIV infected, help for the
men who are their partners, and help for cou-
ples. Our findings suggest that HIV-infected
women in heterosexual relationships with
serodiscordant partners are likely to need tar-
geted, individual support in coping with obliv-
ious or obstinate male partners who will not
practice safe sex. Our findings also suggest
that HIV-negative male partners may have
complex reactions of their own to female
partners’ HIV infection, which may fuel their
refusals to use condoms, and so they may
need targeted intervention as well. Qualitative
studies about men’s experiences in sexual re-
lationships with women who are HIV infected
are needed to more fully understand the in-
terpersonal dynamics of serodiscordance and
sexual risk reduction. Couple-focused behav-
ioral interventions to reduce HIV transmis-
sion risk seem appropriate as well but have
not yet been widely researched or imple-
mented in community settings in the United
States.4 Future research should use experi-
mental designs to test a wide range of inter-
ventions to reduce unprotected sexual inter-
course between serodiscordant partners.

Our fourth recommendation comes from
the finding that a majority of our sample of
HIV-infected women was not sexually active
over the 2 years. The consequences of absti-
nence and what it means to women living

with HIV have not been well studied, leaving
gaps in our understanding. Research is
needed to answer questions such as, Do some
women living with HIV actively choose a po-
sition of sexual abstinence or are they rele-
gated to it? How is libido affected by the
physiological and social changes women may
experience with HIV diagnosis or HIV-related
illness? What are physical health and psycho-
social outcomes of abstaining from sexual ac-
tivities? Is personal empowerment or libera-
tion from dominating relationships associated
with sexual abstinence? Are the needs of ab-
stinent women being met in HIV care and so-
cial service environments?

Conclusions
Although a clear and continuous pattern

of experience emerged from participants’
poignant narratives of sexual risk, we caution
against generalizing from the conclusions of
this qualitative study. Given the relatively
small, purposive sample, experiences of these
participants cannot be taken to represent the
experiences of all women who are HIV in-
fected. In particular, the subsample of 9
women on whom we focused this analysis,
those who engaged in unsafe sex with
serodiscordant primary partners, cannot pos-
sibly represent the breadth of sexual risk ex-
periences HIV-infected women may have. At
best, knowledge gained from this study might
be transferable to other contexts involving
similarly situated women.48 We humbly offer
our interpretations and recommendations
with the hope that researchers, clinicians, and
policymakers might gain insights they can
apply, thereby improving conditions for
women living with HIV.
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